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DEPARTMENT OF HEALTH AND HUMAN SERVICES "N ORM APPROVED
STATEMENT OF DEFIGIENGIES {X1) PROVIDERISUPPLIERICLIA {*2) MULTIPLE CONSTRUCTION {X1) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! AGUNBING  01.NAIN BUILDING 01 COMPLETED
445126 B, WING 04/13/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, BYATE, ZIP CODE
350 DELL TRAIL, PO 80X 878
NHC HEALTHCARE, SEQUATCHIE DUNLAP, TN 37327
. UMMA, DEFICIENCIES PROVIDER'S PLAN OF CORREGTION sy
p"é‘g’.!& (&gn DEFIE?%SNEAYT&EIESETNEEOF PRECEDED BY FULL PR|EDFIK {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAD REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-nerenegacgnlag cT%E APPROPRIATE BATE
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
. : 1. The penetration arcund
Smoke barriers are construsted to provide at the raceway conduit over the
ieast a one half hour fire resistance rating in 208 hall smoke/fire wall has
accordance with 8.3. Smoke barriers may been sealed with fire caulk
terminate at ah atrivm wall. Windows are which is rated for 4 hours and
protectad by fire-rated glazing or by wired glass UL Listad and FM approved by
panais and stesl frames, A minimum of two Maintenance Supervisor.
saparate compariments are provided on each
floor. Dampers are not required n duct . ALl ra .
penetrations of smake barriers in fully ducted been inspectc:: ai'y“ﬁ‘ff,ff;nl;ﬁ‘c'i
healing, ventilating, and air conditioning systems. Supervisox for any
49.3.7.3, 19.3.7.5,19,1.6.3, 19.164 penetrations.
3. Regular inspections will
This STANDARD is not met as evidenced by: be conducted by Maintenance
Based on abservation during the survey, it was Supervisor monthly.
determined, the facility failed to maintain the
smoke and the fire barriers as required.
4. Maint
The findings Inciuded: will a?:;e;nancerec:gg: Wisoo§
l'inppections and report toc th
©On 4/12/10 at 11:00 AM obsarvation above the Administrator. i ¢ 8 | s/1s/10
200 hall smoke/fre wall revealed, thare was a :
penetration around a racewsy conduit over the
fire doors. Natisnal Fite Protectlon Association
101, 19.3.7.5.
The deficiency was verified by the Maintenance
Director and later acknowledgad by the
Administrator during the axit interview on 41210,
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K082
Requlred automatic aprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodleally.  19.7.5, 4.6.12, NFPA 13, NFPA
25,9.7.5
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Any déficioncy sm:aﬁnt anding with an &sterisk {*) denotes a defickency which the Institution may ba excusad from comecting providing it is cietermined that

cther aafeguards p.

ufficient protection 10 the patients. (See instructions.) Except for nursing homes, the findings stated above ara disclosable 80 days

fattowing the date of suivay whathar ornot & plan of comection is provided, For nursing homes, tha sbove Aindings and plans of corvection are disclosable 14
daye fﬂwngnuthe Idoato thess documents ara made avaitable to the facility, if deficiencles are clted, an appreved plan of correction & requisite to continued
progmam participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_ TERS FOR ARE & MEDICAID SERVICES OMB N 38-0391
ITATEMENT OF DEFICIENCIES {X1) PROVIOER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULDNG 0% - MAIN BUILDING O COMPLETED
445126 B. WING 04/13/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZiP COOE
380 DELL TRAIL, PO BOX B78
NHC HEALTHCARE, SEQUATCHIE DUNLAP, TN 37327
UMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION e
F{nﬁe};& {EAcsH DEFma?{c'r MUST BE ;REGEEJED BY FULL PREFIX [RAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG " REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
' DERICIENGY)
B2 i KO
Ke Continued From page 1 62 1. The closet gprinkler head
in xoom 713 is mne longer
blocked with stored items.
This STANDARD 5 not met as evidenced by
Based on obsarvation during the survey, it was
determined the facility falled to maintain the 2. All closet sprinklers
elactrical system as required. have been  inspected by
Maintenance Supervisor te
i i . assure there is mothing within
The findings included 18 inches of the sprinkler.
On 4/12/10 &t 10:15 AM observation within Notice has been placed in each
resident room 713 revealed the closet sprinkler g2°§§2hﬁ‘e’;&‘;ﬁé“ip'ﬂiﬁf::‘9““" thin
head was blocked with stored items (18" rule) :
Nationai Fire Protection Association (NFPA)
13.5.5.6. o
. . 3. Regular inszpections will
The finding was verified by the Director of be conducted by Maintenance
Maintenence and later acknowledged by the Supervigor monthly.
Administrator during the exit on 4/12/10,
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
. . 5/15/10
Elactrical wiring and equipment is ih accordance 4._ Maintenance Eupervisor
with NFPA 70, National Electrical Code, 9.1.2 will = keep  records = of
. Nationa cal Lode. 2.1, inspections and report to
Administrator.
This STANDARD is not met as evidencad by:
8ased cn ohservation during the survey, it was
determined the facility failed to maintain the
electrical system as required.
The findings inciuded:
On 4/12410 at 9:30 AM obsarvation within resident
rocm 601 revealed the use of a muttiple plug
adapter, National Fire Protection Assuciation
(NFPA) 70, 240.4.
The finding was verified by the Director of
FORM CMS-256T(02-99) Previous Versions Obzolata Event ID:SRM.I21 Faclity 0 THTT01 if conlinuation shast Page 2 of
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ""FORM APPROVED
CENTERE FO AlD SERVIGES B NO. 0338-038

ST O ™ P KBER: (k2) MULTIPLE CONSTRUCTION o e
’ A, BUILDING 01 - MAIN AUILDING 04
445128 B.WING 04/13/2010

NAME OF PROVIDER OR SURPLIER
NHGC HEALTHCARE, SEQUATCHIE

STREET ADDAESS, GITY, ETATE, ZIf CODE
280 DELL TRAIL, PO BOX 878

DUNLAP, TN 37327

(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES
PREEIX (EACH DEFICIENGY MUST 8E PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIRYING INFORMATION)

1D

FPREFIX
TAG

PROVIDER'S PLAN QF CORRECTION
(EAGH CORRECTIVE ACTION BHOULD BE
CROSS-REFERENCED TO THE APPROPRIAYTE
CEFICIENGY)

coupLEnon
DATR

K 147 | Continuad From page 2

Maintenance and Jater acknowledged by the
Administrator during the exit on 4/12/10,

K147!1-

Room 601 mno longer has a
multiplug adapter.

2. All rooms have been
inspected by the Maintenance
Superviscr to assure they have
ne multiplug adapters.

3. Regular inspections will
pbe conducted by Maintenance
Supervisor monthly.

4. Maintenance supervisor
will keep records of
inspections and report te

" administrator. 5/15/310
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